surgical treatment, which is only available in certain military facilities. If a strong association exists between massive facial trauma and eye and brain injuries, then providers could use this information to assist in triaging patients for medical evacuation to the appropriate higher level facility. Additionally, massive facial trauma has not previously been defined, and understanding this injury pattern will allow providers to manage massive facial injuries more efficiently. METHOD: This study is a retrospective review of American military members who sustained traumatic facial injuries from improvised explosive devices and were treated at the 332nd Air Force Theater Hospital in Iraq from October 1, 2004 , through September 30, 2007 . Facial trauma was defined as any injury to the facial soft tissue and/or skeleton. Massive facial trauma was defined as any injury to the face involving three or more facial aesthetic units. The anatomic injury patterns, injury severity scores and the blood product transfusion rates of simple and massive facial trauma were compared. Statistical analysis was performed using 2 tests and the Mann-Whitney test. Statistical significance was set at p Ͻ 0.05. RESULTS: One hundred and four representative patients who sustained facial trauma from improvised explosive device blasts were reviewed, including seventy-five patients with facial trauma and twenty-nine patients meeting the criteria for massive facial trauma. The forehead, cheeks and nose were the most commonly injured facial units in the massive facial trauma group. The average injury severity score was 13.9 in the simple facial trauma group and 21.7 in the massive facial trauma group (p Ͻ 0.004). Sixteen (55%) of the patients in the massive facial trauma group received blood product transfusion compared with only twenty-one (28%) in the simple facial trauma group (p Ͻ 0.009). The rate of associated eye injury was 55% in the massive facial trauma group and 27% in the simple facial trauma group (p Ͻ 0.006). Brain injuries were described in 48% of the patients with massive facial trauma and 28% of the patients with simple facial trauma (p Ͻ 0.05). Patients with massive facial trauma were noted to have both eye and brain injuries 14% of the time, while patients with simple facial trauma sustained both eye and brain injuries 5% of the time (p Ͻ 0.0008). CONCLUSION: For the first time, massive facial trauma is defined as soft tissue injury to three or more facial aesthetic units with or without associated facial fractures. Applying this definition to patients with facial injury from improvised explosive devices effectively identifies patients who are more likely to have higher injury severity scores and an increased risk for eye and brain injuries requiring urgent evaluation by surgical subspecialists. Additionally, individuals with massive facial trauma from improvised explosive devices have a statistically higher rate of receiving blood product transfusions in the combat theater. Initial rapid facial trauma assessment by first responders may be useful in expediting evacuation or allocating appropriate medical resources for patients with massive facial trauma.
The Alar Sliding Graft for Better Alar Base Narrowing Ahmed Ismail, PhD (presenter) OBJECTIVE: 1) Demonstrates the efficacy of the alar sliding graft in getting better alar contour results in cases of alar base narrowing. 2) Illustrates the different surgical techniques for alar base reduction and the success rates of each technique. METHOD: This is a retrospective study of the alar sliding graft technique in cases of alar base narrowing. This technique was applied on 59 patients needing alar base reduction, either separately or in combination with different rhinoplasty techniques. The alar sliding graft is harvested from the nasal septal cartilage during septoplasty (36 cases, 61%) or from a separate incision in patients who are only undergoing alar base reduction (12 cases, 20.3%), or rhinoplasty surgery alone (11 cases, 11.7%). Introduction of the alar sliding graft is performed through a lateral incision at the nasofacial groove after creating a tunnel through the alar margin to a point just lateral to the lateral edge of nasal dome. Evaluation of the surgical outcome was performed 1, 6, and 12 months post-operatively using doctor and patient assessment scores, together with measuring the degree of alar flare. RESULTS: Patient satisfaction was excellent to good in 54 patients (91.5%). Two patients (3.4%) recorded fair results, while 3 patients (5.1%) recorded poor results. Doctor satisfaction was 56 (94.9%) as excellent to good, one patient (1.7%) as fair, and two patients (3.4%) as poor results. CONCLUSION: The alar sliding graft had been used for many years for correcting alar collapse and expanding the nasal tip, in hard cases of retracted alar margin, in revision rhinoplasty. To my knowledge, this is the first study to discuss the use of the alar sliding graft in patients undergoing alar base reduction for better alar contour. The patient and doctor satisfaction is encouraging. Compared to previous results from the literature, this technique gives better cosmetic results and is easy to apply and learn.
Tissue Expansion of Radial Forearm Free Flap Donor Sites
Martin Corsten, MD, FRCSC (presenter); Murray Allen, MD OBJECTIVE: Determine the long term cosmetic and functional outcomes of radial forearm free flap donor sites after pre-operative tissue expansion. METHOD: A randomized controlled trial was conducted over a 2-year period from May 2008 until Feb 2010. 24 patients with head and neck cancer requiring reconstruction with a radial forearm free-flap (RFFF) were randomly assigned to either the treatment (pre-operative tissue expansion) or control group. The Patient and Observer Scar Assessment Scale (PAOSAS) was used to assess the patients' and expert observers' assessment of forearm cosmetics while The Michigan
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